
~YERMONT
AGENCY OF HUMAN SERVICES

DEPARTMENT OF DISABILITIES, AGING AND INDEPENDENT LIVING

Division of Licensing and Protection
103 South Main Street, Ladd Hall

Waterbury, VT 05671-2306
http://www.dail.vermont.gov
VoicelTTY (802) 241-2345

To Report Adult Abuse: (800) 564-1612
Fax (802) 241-2358

August 19, 2011

Ms. Meagan Buckley, Administrator
Berlin Health & Rehab Ctr
98 Hospitality Drive
Barre, VT 05641

Provider ID#: 475020

Dear Ms. Buckley:

Enclosed is a copy of your acceptable plans of correction for the survey conducted on July
20, 2011. Please post this document in a prominent place in your facility.

We may follow-up to verify that substantial compliance has been achieved and maintained. If
we find that your facility has failed to achieve or maintain substantial compliance, remedies
may be imposed.

Sincerely,

Pamela M. Cota, RN
Licensing Chief

PC:ne

Disability and Aging Services
Licensing and Protection

Blind and Visually Impaired
Vocational Rehabilitation

http://www.dail.vermont.gov
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(lUi]
COMPLIiTlONCATE

F 000 INITIAL COMMENTS Faoo

Resident *183 evaluated and no
negative outcome resulted from
this alleged deficient practice.

2. Meal tray ticket error was
corrected and dietary preferences
reviewed and updated on care plan.

3. All residerits with special diets and,
allergies am at risk.

4. Dietary to ensure special
reslIictions and allergies are
identified and followed.

5. Re-edueate dietMy sta.ff on diet
tray card accuracy. .

6. Randomweekly 8lldit!l to be
pe:rfonned by Dietary Manager or
designee to dett::rmine continued
compliance with plan.

7. Dietary Manager shall report out to
QAA committee monthly -x3at this
time frequency of furtber
SUl'veillance shall be determined by
committee.

S. Corrective actions shall b~
completE: by 8/20/2011

Corrective action:
F242, f242

I 1.
I

This REQUIREMENT is not met as evidenced
by: ,
Based on observation, resident and staff _
interview, andrevlew of the medical record, the
faCility failed to honor the food preference!! and
medical food restrict10ns of 1 of 11 fBlldenta In
the stage II sample (Resident #183). Findings
Include:

On 7/18/11 at 2:05 PM during the stage I resident
screenlng Ihtervle\N. Resld~"t#1 83 indi~tecl that
slhe does not receive the food s{he prefers on
hislher ml!lal tray and tJ'1at hi~/her dietary
restrtctlons are not honored. Par observatiol1 of
the meal service at 5:00 PM on 7/1an1, Resident
#183's tmy cont:iline(f 'll'lll1m salad sandwich on
white bread, mashacl potatoes, tomato soup, a
cooKie, coffee, craamtlr, lugar, iii packet of
ketchup, tea and a mighty shake. The clletary tag
on the ro&idents tray Indicated tI1e tray ccntail1e~

The resident has the right to choose actlvltlels,
schedules, and health oare consistent with his or
her Intel'll:!lt!l. 3!!iSeS8ments, and plans of care;
Interact with members of the community both
inside and outside the facility; and make choices
about aspects of his or her life in the facility that
are significant to the resident.

•

An unlnnQ~nced Qnsite recertification survey
Itnd complaint investrgation were conducted by
the Division of l.icensing and Protectlon from
7/18/11 to 7120/11, The following regulatory
deficiencies were cIted.

F 242 483,15(b) SELF-DlETERMINATION - RIGHT TO
SS::::D MAKE CHOICES . .

pTLE.

Y'r1Jnls
Ir::hthe InsrJIuttQn may be eXllu~od ftom aan'Glltlr'Q Ill'tlviding It 1:1dote ined at

ottl!lr sahlgulli"dll p!Elvllle sllffi t prD1loC:~lI"to the patiBntll, (See i 5t "II,) Elll:llfl1~otnU,.lng hllmes. the findings 9t8ted above lire dillciolibl. 110dlll/$
followl"g th~ dlte of IlUl"VllY wh~thcr Dr not • pllll1 of CDrrectlon Is pro . For nUl'lIIn9 hamas, the aba\l41 rJndinlls and plans af cOmlcclCln :Ira di&ctcBallle 14
lt41\lll follawll1g tile date these dOOJm81119 are made BVllftllblll to tho fallillty, If oeficienCieslIfB c:iled, In epprQl/ed plan of correction Is requisite to continued
proll':!m partlclpatlon,

EVBnIID: RMBtf1 \ If eanllnuQllon lIheo\ Pago 1 of 14
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F 279

F 242 ContlnLlBd From page 1 F 242
a cheeseburger. french rrles, chicken noodle
soup, tea, sugar, ketchup, 8 cookie and a mighty
shake. The dietarY tag also Indicated that the
resident likes Whole Wl'leat bread, fruit and
cottage cheeRB and slao Indicated that the
resident was not to have any tomato products,

Review 01the medical record Indicated that
Resident #183 has medical diagnoses ofreoent
5Urgiceal repair of a hiatal hernia and GERP
(gastroesophageal reflLOt diSMSa), Revlfilw of tne .
nutritlonllli care plan dated 5123/11, Resident ll!183
has allergies to tomatoes and pineapPle.

On 7/1 B/11 at 5:30 PM, during interview with the
Dietary Service Manager (OSM) and the
Registered DietlCian (RD), tt1ey had changed the
manu and substituted !emale soup for the
chicken naodle. The RD indicated that the ham
salad sandWich ana the mashed potatoes where
utilized fer Resident #183 due to a diet
consist~ncy of mechanIcal so1t The DSM
iMi~tad that the line servers had not read the
ticket when placing the Items on Resident #163's
tray. The RD, OSM and the District Manager
confirmed the potentJal ror allergic reactions and
medlcalissulill from not IIdhering to the residents
dietary restriotions was of concem.

F 279 483,20(d), 483.20(k)(1) DEVELOP
SS=D COMPREHENSIVE CARE PLANS

A factlilY must USB the resl.llts of the assessment
to develop, review aM revise the reslden~s
comp~hensjvB plan of care.

The faorllty mu&tdevelop a comprehensIVe care
plan for e&lch resident that Includes measurable
objacijvEls and timetabll!l!l to meet a. resident's

~~if,)- -t>OG ~ tl/1:/tJ
~~~l&-.Jl

':ORM CMS-261!7(Q2-88) !"Jllvtaue Versllll'lS Obsol~1It Ellen! IO,RMBHf1 . FlcJllbllO; .•750211 Ifoontinullilan ~heel Page 2 of 14
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F 279 ContInued From page 2
medical. nursing, and mental and psychosocial
needs ttllllt are identified In the comprehensive
aS88Sl!lmenl.

The care, plan must describe the servlces1:tlalelre
to be furnished to atta1nor maintaIn the residenrs
highest practlca~'e physical, mental, and
Pillychosocial well-being as requir&d under
~4B3.25; and any ~rvices that would otherwise
b~ reqUired under 9483.25 but aM not provided
due to the resIdent'! exerCise of rights under
~483.1a, inClUding the right to refuse treatment
Ul'1daf ~4a3, 10(b)(4).

This REQUIREMENT Is net mel!! evidenced
py;
Based en observation. Intll:l'lllew Bnd record
review, the facility failed to .ali~urethat a
comprehsl"lsive care plan was developed to
address all identified needs for 1 of 17 residents
In the stage 2 sample, (Resfdent_129) Findings
incluQe:

Per record review on 07119/1', Rssident #129's
chart had an inrtlallnterim care plsn dated
06/27/11 that listed general categorleil of care but
not individualized approaches for the resident
regarding preferances/needs for dres!!ing 9nd for
grooming (assistance with shaving) and to have
family member presBnt for physician visits. The
comprehensive assessment was completed on
07/07/11 which identified the reslden~s objectives
for ttle hIghest level of functioning, likes and
disliKes, s~Ch as family notlficl!Itfon and dressing.
Per otll~ervatlcn during the J ~ays of survey the
resident was noted to have o~ly a Johnny shin
(hospital gown) ~nd was unshaven. Per interview

E\ItIl1110:RMB1111

STREETAoDR!SS, crrv, "T"~ Z1PCOPE
liB HOSPITALITY DAI\(q
PARRE, VT 05841

l'~o",oeR's PI.ANOFCORRecTIoN
(f:AllH CORRECTIVE ACTION SHOULD BE

CROSS-RtoFi:fl.I!NCI!C TO THf;: APPROPRIATe
DEFICIENCY)

F219
Corrective action:
F279

1. R.esident #129 evaluated and
continues to prefer to wear a
''jonny'' at times and refuses
assistance with self care elements,
DO negative outcome resulted from
this alleged dElfici.ent practice.

2. Comprehensive care plan was
completed on 7/19/2011.

3. All residents necdi,ng a
comprehensives care plan are at
risk.

4. Nursing department to ensure
comprehensive care plans are
completed timely by 812012.010.

5. Re-Educ&tc unit managers
regardmg completion of
comprehensive care plans.

6. Random weekly audits to be
performed by Director of Nursing
or designe€: to den:nnine continued
compliance with plan.

7. Director of Nursing or designee
shall report out to QM committee
monthly x3 at this time frequency
of further surveillance shall be
determined by committee.

8. Corrective actions shall be
complete by 8/2012011

PmlllllllllO; 4751120
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F 279 Continued From page 3 F 279
on 07/19/11 at 3:45 PM, a family member :gtated,
"I was never told that I ShOLlld bring In cloth~5 I

until yesterday but I didn't know I needed to, ,
[Resident #129] never went to the doctors or :
8lnywhera that much so I W!lsn't /ijUr&! what to doll.;

The family mernberwas also upset that stalff dId i
not alert her that [Resident #129] was going to thS
urologIst ye&terday and that sfhe wali afraid. Per I
inb:lrv[ew at 4:10PM on 07/19/11, the resident '
8tatllCl "I don't want to be I!I burden, but It WOUld ;
be O.k. to have a shave."d to get a shirt on :
llometime, f Just don't lmow how things work :
hereh

• The resid.nt also stated that °1would reall~
like it if m~ daughter comes with ma to the I

electors and I told them that when I got here". perl
Interview on 07/19/11 at 4:~O PM ~a Unit Nurse
confirmed ttlat the compreh~naive care plan was
not completed to address all identlfled ne.ds.

F 2a1 4B3.20(k)(3)(i) SERVICES PROVIDED MEET F 281
ss==c PROFESSIONAL STANDARDS

Tha services provided or arranged by the facility
must meet professional standards of quality.

This REQUIREMENT is not met as evidenced
by:
Based on intervIew and record reYiew, the facility

failed to meet professional Btandards of qualitV
regarding admlnlBtration of expfred medlcatlons .
or obtQining, following, and docum8nting ,
PhYlicial1 orders for 2 of 17 residents in the Stage'
2 sample (Residents #8, #56).' Findings includl!l:

1. Per record review of the MAR (Medication
Administra~on Record) for Resident #56,
Nsphro-Vit Is written as to be given at B:OO PM,
however 81 physicIan order was wrltten to be gIven

FORM CMS,2!87(02-DQl PrevI~1 Verstonl Obsolete Facility 10; ~7SC2Cl ItcontlntlBtlon :stl.lIIt F'lI\Je 4 or 14

l
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CoTTectiveaction:

F2B1 ContinUfJd From page 4 F 281,
at 8:00 PM, Per interview on 07/20/11 at 3:00 , 1. Resident #8 and #56 were
PM, th9 staff nurse stated thBt the medication evaluated no negative outcome
was changecl "becaUSB the resident requested It" resulted from this alleged deficient
and confirmed that the physIcian WEB not notlfied practice.
of the tIme chcmge forthls medication. In 2. ~esjdent #56 physician was
addltlon, Colace 100 mg (milligrams). Ral1exa contacted and order received to
500 mg ER (extended release), and Morphine administer roedjcations at revised
Sulfate ER werB changed from 6:00 PM to B:OO times per resident requestPM, The Unit Msnmger confirmed on 07/:20/11 at

i Resident #8 medication was3:35 PM that there are no orders for the tlme discarded immediately.changes for administration of these medicatlcns, ' ,

I 3. All residl!Jntsreceiving medica.tions,
I and those residents receiving!

2. Par observation, Interview, anQ record review, i ml!ldicat;.onsthat require
refrigeration are at risk. .

Reeldf.lnt #8 received medication (an I i
antlblotio)that was elCplred and staff faUed to I 4. Re~educate licensed nurses

I'document Q~ministration of 2 do•• s of that regarding proper administration of
an~bICltjC. Physician ord~rs written for Resident # medications and obtaining. B included 'Vl'lncDmycin [an~bjotic] 5 milliliters: physician orders.
[125 mliligram51 PO [by mouth] dally until 6120111. 5. Random weekly audits to be
every otl1er day tor 14 day" then every 3 days for perfumed by Director of Nursing
14 days, then once weekly for 14 days, then or designee to determine continued
discorlllnul!l." Per observation of the medication compliance with plan.
storage room on 'A wing', both bottles of liquid , 6. Director of Nursing or designee
vancomycIn labeled fer Resident #8 were shall report out to QAA committeee)(plred, with e,xpi~tion dates of e/1QI11 and monthly x3 at this time frequency6/24/11. Per interview on 7120111 lit 2:45 PM, the of further surve::iI1ance shall be IUnit Manager confirmed that both bottles were determined by committee.past their expiration date. Residant ~B received 7. Corrective actions shall bemultiple doses of the medication after the dates
of expl~~lon, Per review of the MedIcation complete by 8/2012011
Administration Record (MAR), doses due on

. ~~.'61 ~oC ~ "ttlrt"7/8/11 13nd 7/17/11 were not documented a6
being administered. Per intlilrview on 7120111at
2:45 PM, the Unit Manager [UM] confirmed th8t

~I'-~~the doses due per physician'S order en 7/8/11
and 7/17/11 were not Initilll[ed as given on the
MAR.

e.e~t10: RMElH11 F~cDlty10:.•1110~D If aalll'IlUB~Qn sheM P3gfl 5 elf 14
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ResideDt #92 and #183 were
evaluated no negative outcome
resulted from this alleged deficient
practice.

2. Resident #92 care plan was
adjusted to meet the resident's
needs. Resident #183 meal tray
ticket error was corrected and
dietary preferences reviewed and
updated on care plan.

3. All residents requiring assistance
with repositioning and. nutritional
preferences/special diet:slallergies
are at risk.

4. Re-educate licensed nurses
regarding monitoring expiration
dates of all medications. 'Re-
educate dietary staff on diet tray
card lUlCuracy.

5_ Ra:adom weekly audits to be
performed by Director of Nursing
and Dietary Manager or designee
to determine continued c:ompHance
with plan. .

6. Director of Nursing and Dietary
Manager or designee shall report
out to QAA committee monthly x3
at this time .frequency 0f further
surveillance shall be determined by
comminee.

7. Corrective actions shall be
complete by 812012011

FAX NO, 8022412358
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" F282

1.

STREeT ADDRess. CITY, 5TATI!!, 2lP COOl!
8S HOSPITAL.fTY DRIV2!
BARRE, vr 05841

PROVIDER'S PLAN OF CORRECTION
(&.CH CORRECnVE ACTION SHOULD BE

CROai!l~l!~eR.ENCEC TO THE Af'PfiOPRIATE
PE:F1CI~NC'()

F 281

F 262;
I
i
!,

10
p~aFi)(
TAG

(X2t MULTIPLE CONSTRUCTION

A. BUILllIIIIG

a. WING-4750:10

[X1] PROVIDI!RISUPPU~ICllA
IDENTlPlCATION NUMBER:

.. .-_ .•.. '-

8025555555

l:'f"IC -_.-

This REQUIREMENT is not met as evidenoedby:
Based on opservatlon, recorcl rt!view and
interview, the facility failed to provide servloes
according to the care plan fer 2 of 17 residents in
the S~ge 2 sample (Residents #92, #183)
Findings Include:

1. P8r observations on 07/19/11 and 07120/11,
Resident #(:12remained In a geM-chair without
beIng repositioned or tolleted for greater than 3
hours. Per continuous observatIon on 07/19/11
from 9:15 AM until 12:15 PM. the resident was
obSEll'led In the same posltlonwlth ttle lags up at
45 degrees, and with a pillow on the right side, in
the hallway near the main dining room. staff did
not offer to repcs~ion or toilet the resident prior to
or after the meat Per observation on 07/20/11
from 9;15 AM -11:15 AM. Resident #92 W~G tn
the gerl-chair with leg& elevated. Per record
review, the CoIlre plan dated 5/10/11 fer
ADUF'UNCTIONAL states that In addition to the

Refe~m:es:
1. LippIncott) Willililms & Wilkins. NUnilng 2010
Drug Handbook, pg 13-1 a.

r 2. LIppincott Mlllnual af NursIng Practjce (9th ed.).
Wolters Kluwer Health/Lippincott Williams &
Wilkins, pg 17,

F 282 463.20(k)(3)(ji) SERVICES BY' QUAliFIED
SScD PERSONSIPER. CARE PI,.AN

The services provIded or arranged by tI1e facility
must be provtded by qualifisd persons In
accordance with each resident's written plan of
care.

F 2a1 Continued F'rom p~ge 5

fl(4)IQ SUMMAAY srATSMENT OF DEFICIeNCIES
PREFJK (l!ACH DEPICIENCYMUST~J:iPFlt:CEOEP BY FU~L
TAG REGULATORYOR l.,ac loeNTIFYING INFORMATION)

DEPARTMENT OF HEAl..TH AND HUMAN SERVICES

aERLIN HEALTH & REHAB eTR

STATEME/'lT OF CEfjClENCltsS
ANDP~N OFCOR~ECnON

08/17/2011 11:24

PORM CMS~6B7ID2-BB) P'lI\1fau& V~lona Oballl1llG Faellllv ID: 475020 If t1DnttnuatlDn ~htl.t Page 6 011.11
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F 282 Continu@ld From page 8 F 282
resident requiring extensive assist for bed
mobllity:and requIring Iimechanical lift for
transfar&, Resident #92 is to be checked and
chOlinged before and after, meals (incontinence
care). Per the LNA (Ucensed Nursing ASsistant)
list care plan, Residlent #92 Is to be repositioned
every 2 hoUT9 ~nd states to offer s urinal or to
chElck and change before and after ml!u!Jhs

Per inrerview on 07120/11 at 2:00 PM the LNA
stated "I gat [Resident #921 up arcun d 7.Ish I
washed, slilrved breakfast, sat in chair near
nursing station, and then olJt in Milway near
dining room, and juat new did ttle incontinence
care". S/he confirmed thetan 7/20/11 RQAidl5nt
#92 was not repo6itloned fOr greater than two
hours, nDr checked and changed before and a1ler
meals. The Unit Manager at 2: , e PM on
07/20/11 ccnflrmect that care and servlcas were
not provided as care pl~nned for thIs residant.

2. per record review on 7/1a/11 ofthe nutrItional
care plan dated 5123/11, Residl':lnt '183 has
allergle~ to tcmfltoes and pineapple. Review of
the meclical reoord Indicatetl that Resident #183
has mldical diagnoses af recent lurgical repair of
a hiatal hemia and GERD (g~stro esophageal
reftux disease), Per observation of t~e mel!ll
service at 5:00 PM on 7/18/11, Resident #1 63's
tray contalneQl!J ham salad s~ndwlch on white
bread anQ tomato soup. Per jntefView on 7/18/11
Resident #1831ndicated that slhe w~snot to h&V~
tomato soup per physlclanls Instrl.lctiona. Per
, review of the dietary slip on the tray, it indicated
that RlI!l8idant #163 likes whole wheat bread,
cottage cneese and fruit and is not to have
tomato prOducts.

E\lc"IID: ftMBH11 If omtinUBllcm &hllBt P:ag9 7 of 14
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F 282 Continued From page 7
On 7/1a/11at 5:30 PM, during intervlewwlth the
Dietary Service Manager (DBM) and the '
Registered Dietician (RO), they had ohBngQc Che
menu and substituted tomato soup for the

I chicken noodlfJ, The DSM indIcated that the line
servers had not read tn!l ticket when placing the
itemll on Resident #183'8 tray. The RD, DSM and
the DistrIct Manager confirmed the potential fOr
allergic reactions and medjgal iss Lies from not
adhering to the resldBnfs dIetary restrictions was
Of concern. -

F 309 -483.25 PROVIDE CARE/SERVICES FOR
88"'0 HIGHESr WELL BEING

Each resident must receive and the facility must
provide the necessary care and services to attain
or maintain the highest practicable physical,
mental, an.d psychosocial well-being, In
accordance with the comprehenSolve assessment
and plan of care.

This REQUIREMENT is not met as evidenced
l:>y:
Based on Interview and record review, the facility

failed to provIde the necessary care end services
to en!lUJe each resident mraintlilliru. the highest
practicable physical well..tJeing for 1 appflcab!e
resident 11'1 the sample regarding lhe avoidab~e
worsening of a wound. (Resident #193) Findings
Include:

1. Per record review, Resident It!193 wa~
acjmitted en 7/1/11 with a scabbed areB on
hl&/her left cmklE!. The only documented
~::lssessment" of this wound wal a circled left
ankle on a body diagram, an indicatIon that It was

STR!!'T ~PC~ES5, CITY, STATE, :ZIPcopa
118K06PlTALlTY DRIVE
BA~RE.VT 05641

l"fWVIPI!P.'1!I PlAIII Of CORRECTION
(EACH CORRECTIVE AOTloN SHOULD BE

ORoBIS~EFeRENCED TO THE APPROPRIATE
De:PICle~cVl

F 282

F 309
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F 309 Continued From page a
8 scab. and B measurement of 0.7 cm
(centimeters). There was no documented
aSSBBsment :as to what the undertylng cause of
1:I1ewound WIIlB, whether Is was pressure related,
relnted to an lmp,,!-Irmenlln cireula~on, or other
cause. There was no documented assessment
regarding the wound edges, !h1!ipl!l, or condition
of surrounding tl9saes on I!Idmlssion .. Per rl!lvisw
af the Treatment Administration Record (TAR),
there was no documentcttion of any treatment to
the left ankle wound for a period of 12 days after
admissIon. On the TAR, licensed stafl'lnclleated
"Intact akln" on 2 OCCB910fl~ during the same time
frame of 13 dBys since isdmlsslon, when thQrs
Wl!lre 2 additional wounds oth~r thQn the left. ankle
wound that the resident was receiving
docum~nted treatments for.

The first nurses' nota regarding the left an1<le
wound, dated 7/12111 Indicated the skin
surroundIng the hard scabbed area on the left
ankle is pink and tender to touoh. A sKin
condition report, datlJd 7/13111 indicated the left
ankle wound measures 1 em by 1.2 em (an
Increase in size since admissiol'), there Was
presence of Slough (a layer or mass of deed

. ~ssue separated from surrounding living tIssue) In
the wound bed, and thl!lreWJl6 redness arollnQ
thl!l edges, A wound nurse (jonsul~ dated 7/14/11
indicated that the left ankle wound W!!S IlcovBracf
with sloughl

., "t!ll1der when palpated", "wound
border is redl

', and recommended a physician
consult. The wound nursa also Indicated that
Residenl #193 had no palpable puls,es in hlslher
feel and the feet were oold. The phy_ician
consult recommended on 7/14/11 was not
ordered untlI7/19/11. Nurses' note's en 711711'
Indicate the 1e'fll!nkIS wound to Pe crater like,

F 309
Corrective action:
F 309

1. Resident H193 was Il.!Isessed and no
negative outcomes from this
alleged ddicient practice.

2. Resident #193 was assessed on
711.4/11 by Certified Wound
Ostomy Nurse ood faxed requested
to physician on 7/14 and 7/15 for ,
further vascular consult. On I
7/19/11 the physician requesu:d I',

that we discUss with. family first,
on 7/20 family was cODsul.ted and '
dec.1iDed interventions. On 7/21/11
Resident # 193 was assessed by
Certified Wound Ostomy Nurse
and noted improvement of wound.
Physician 8.Sse~sedresident # 193
again on 7/25/1 L I

3. All residents with ulcers are at risk ..
4. Re~ucate licensed nurses

regarding ulcer 8.!lscssment.
5. Random weekly audits to be

performed by Director of Nursing
and or designee to detenninc
continued compliance with plau-

6. Director of Nursing or designee
shall report out to QAA committee
monthly x3 at this time frequency
of further surveillance shall be
determined by committee.

7. Corrective actions .shall be
complete by 8/2012011

J;uBnIID: RMaN' 1 FalllllfylO; 475070 . If c:olrt1nulIllol'1 .h.et p.••ge 9 (II 14
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F 309 Contlnued From page 9 F 308
deep redness surroun~ln8 the are••, the wouncl
bed has yellow green slough in the center, and
the resident voIced tenderness during the
dressing change,

During interview on 7f20/11 CIt 9:30 AM, the Unit
Manager canfirrTled that the left. ankle wound had
d~terlorated in the period from admission to the
wound consult on 7/14/11, nurses documented
skin as intaGt on ttle TAR while the resident had
opsn WDundli, and confirmed that the physicIan
consult was not ordered until 5 days after the
recommendation was made by the wound nurse.
During Interview on 7/20/11 at 11:06 AM, {hit
Director Of Nursing confirmed that ResIdent #193
was net SMn on weekly interdisciplinary wound
rounds until 7/14111, and confirmed that the
Resident was admitted with open wounds.

F 371 4B3.35(i} FOOD PROCURE,
ss=o STORE/PREPAREISERVE;. SANITARY

The facility must ~
(1) Procure food from souroes approlled or
oonsldl!lred satIsfactory by Federal, State or local
authorities; and
(2) Srore, prepare, distribute and sl!INefood
under sanitary conditIons

Thi9 REQUIREMENT is not met as evidenced
, by:
, Based on observation and staff interview I the
facility failed to aS8t~rethat dietary s~ff s;tored.
prepared. and 5l!rvl9d foods under sanitary
conditions in accordance with acceptabla safe

FORM CMS.2567(02.9&) PtlllljQus VCl':l~ 0ba0/.1Ie ~IID: RMB~11 If contlnuat)on Il~e.l PIlgll 10.of 14
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N,6,ME Of PRovlPER OR SUPPLIER

. Issues identified on kitchen tour
and dining obseJVations resulted in
no :negative outcomes from this
alleged deficient practice.

2. Item A, dish sink was drained and
sanitation process was restarted
immediately on 7/1 8/11. Item. B
wa9 disposed of iMml!ldiately on
7/18/11. ltem C were disposed of
on 7/18/11. Item 0, steam table
was cleaned and refilled on
1118/11. Item E was disposed on
7/18/11. Staffs observed in the
dining room were re~educated
immediately on hand washing.

3. All residenrs that consume meals at
the center are at risk.

4. Re--educate dietary staff on proper
storage, preparation and service of
food under sanitary conditions. Re~
educate stsff assisting in the dining
room about proper hand washing.

S. Ralldom wee\cly audits to be
performed by Director of Nursing
and Dietary Manager or designee
to detennine continued compliance
with plan. .

6. Directorof Nursing lll;ld Dietary
Manager or designee shall report
out to QAA committee mondl.1y,,3
at this time: frequency offurrher
$urveillance shall be detcTUlined by
committee,

7, Corrective actions shall be
com~lete by 812012011

Corrective action:
. F 371

1.

F 371

a. Per ob&erva~onof the 3 bay manual
dlshWashing link, aeveral pans were In water in
I:ha seoond compartment sand per Interview wIth
the Food Service Manager on 7/'8/11 lit 10:10
AM, the pans had been scal<ing ,inca 5:46 AI\I1.

. When lMired by the Feod Service Manager (FSM)
fer adequate amounts lof sanlt[;l;er in (he w21tar,
the litmus test revealed the water' did not conr!in
enough sanltlzer to beire~don the litmus te,t
The Food Service Manager confirmed the
reading, and the sink was drained and the
tianltatlon process restarted.

b, Per observation of the clry goodilltol"llge area,
a large galion C9ntalner 01 Cesar salad dressing
waa obSQMlld to be opened and sitting on the
shelf and not under refrigemtlon, The FSM
con finned that the salad dressing &hoUld be !(e~t
fetTlgerated after opening.

c. Per observation, eight pIeces of unlabeled
frosted cake were storl!d on the metal rack in the
kitch9tl. T1'1aFSM confirmed they were not dated
and ware to be drsposacl of todl!lY.

d, Per observation, the hat steam table contained
water and food daMs (rIce) In the bottom and the
water had a I'rusty" appearance to It A food
service cook indIcated V1ar the steam table was
turned on at 5:30 AM and it was to pe clralned
and sanitized night1y. The FSM confirmed at
10:30 AM that the "ricelt was from the dinner

F 371 Continued From page 10
food handling prac~ce6. Findings; include:

1. per observation In the kitchen during the initial
'tOur an 7/18/11 at 10:10 AM, the following
area!l/practlces ware noted;

!"ORM C1IIIs.21l1l7(Q2.SS) PrBIIlllUI Varslal1B ObIO\8!B EI/ent \D~ RMBH1 1 P1lcilltv 10: 415020 If ccmtrr,uatlon eheBl Page 11 of 14
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~ 371 continued Fltlm page 11
service the day before and that the steam table
had not been cleaned .

.
e. Per obiervation of tne walk In cooler, a 10
pound bag of mOldy r~(j onion~ was found on the
cooler floor, The FSM! oonfirmed the onions were
moldy and I'8moved them from the cooler.

F 371

2, Pllr observation in the Mlin Dining Room on
7/1 BJ11 at 4:00 PM the following areas/practices
were noted:

a. Per observatiQn, a Food Server was observed
to IJtiliIe nisfher gloved hands to handle tray
tickets from the counter, handle condIment

. packages anQ retrieve a knife from a drawer aM
then utilize the same gloves to pic:k llP a grilled
cheese sandwich an~ 'Place it on a resIdents
plate, The FSM confirmed at 4:22 PM, after
observing the food server, that the rood server
had utilized gloved hands In handle nan" food
Items and them did not change the gloves before
handling end pl~cing a consumiilble item en' a
resident's plate.

b. Per observation in th61 main dining room an
7118/11, St3ff #1 W8So observed feeding two

. residents and was helping with hand held food.!!,
touching residents hands and shoulders I!lnd
assisUng with tableware amI food dropped by the
residents. Durlng this time ,/he did not glove or
sanitize her hands. During lnterview at 4:45 PM,
thl staff member ~ed thl!lt slhe would normally
sanItize hliMs between l"e$ident contac~ put
dIdn't have any sanitizer at the table.

F 431 4a3.EiO(b), (d), (e) DRUG RECORDS, .
ss-o LABEUSTORE DRUGS & BIOLOGICALS

F 431

f;I1Bnt ID: Rl\I1BH11 Faclilly ID:.mazo
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F 431 Continued From pege12
The facility must employ or obtllin the servIces of
a licensed pharmacist who establishes a system
of records of receipt and disposition of .11
controned drugs in suffldent detail to enable an
accurate reconciliation: and determInes that drug
records life In ordQf and that an account of all
controlled drugs is maln1:ainetf and perIodically
reconciled.

Drugs and biologicalS used in the facility mu!St be
labeled In acoordancB with currently accepted
professional principles, and Include the
appropriate accessory andcautlonary
instructions, and the expiration date when
applicable.

In accordance with stale jlnd FederallawB, the
facility must store !!In drugs and biclo91~ls In
IQcked compartments under proper temperature
controls, and permit only aUfl'1criZ,ed personnel to
have access to the keys.

The facility must provIde l'!leparately ICcked,
permanently affixed oompartments for storage of
controlled drug; lilted in Schedule II of the
Comprehensive Drug Abuse Prelfentlon and
Centrol Act of 1976 and other drugs subject to
abuse, except when the facility uses single unit
package drug distributIon systems 'n wllie/l the
quantity stored is minimal and a missing dose can
be readily deteoted.

Thia REQUIREMENT is not mat as evidenced
by:
Ba&ed on observstion, interview, and record
review, the facility f"2liled to ensure m19dlcatlcnll

F 431
Corrective action:
F431

1. Resident #8 was assessed and no
negative outcomes from this
allegro deficient practice.

2. Resident #8 medication was
immediately discarded.

3. All residents that receive
medications that require
refrigeration arc at risk.

4. Re-edueate licensed nurses
regarding proper administration of
medi,cations.

5. Random weekly audits to be
performed by Director of Nursing
and or designee to determine
contilJ.ued compliance with plan.

6. Oirec:tor of Nursing or designee
shall repon: out to QAA commi~e
monthly x3 at this time frequency
of further surveillance shall be
determined by committee.

7, COJTeetivc actions shall be
complete by 8/201201 I

fORM CIIIIS.zlWl7(C2-!I9l Prtlll10us Vllr~laMOblrlllllll ElICnlIO; RMBH1 1 If continuaUon shellt Page 13 of.14
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F 431 Continued From pag~ 13
were discardoo after the expirlltjcn dates for 1 of
17 residents in the Stage 2 sample (RltSidant #8).
Findings Include:

1

1. Per observation on 7120/11 at 2:00 P.M. th9
medication refrigerator located on 'Awing' of the
facillty contalnati one 80 ml. (mllllllter) bottle of
Vancomycin (antibiotic} for Resident #8 with the
expiration date of 6/19/11. and one 200 ml. bottle
of Vancomycin 'orResident~ with the expiration
date of 6/24/11. Per reView at Resident #8' 8
Medication Admlnlsotriiltian Record [MARl, the
resident was scheduled for the Van~mycln to be
gi"en avery 3 days for the past 2 weeks. dod was
new to receiVe it once weekly for 2 weeks, Per
lntervlew on 7/20/11 at 2:48 PM, the A wIng Unit
Manager (UM) confirmed that both bottles of
Vancomycin were in use past tl'1elrexpiratIon
dates.

F 431
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L
rever~
Enhancing Lives

Date:

Berl.in Health and Rehabilitation Center
98 Hospitality Drive
Barre,VT 05641
(802) 229~0308 Fax: (802) 223-4864

FAX COVER SHEET

Number of Pages: _

Please deliver the following pages to:

~CMa_-c _
Phone: -----------
Fax: _

cc:-------------

From:

(including cove~)

l

Confidential
The document accompanying this facsimile transmission may be confidential and Intended only for the
use of the Individual to whom the transmission is directed. If you are the intended recipient. be aware
that any disclosure copyilig, distribution or Useof the contents of this telecopied information is
prohibited. If you have received this facsimile in error, please notify us by telephone immediately so we
can arrange for the retrieval of the documents at no cost to your office. Thank you for your assistance.
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